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Abstract (300 words vs. max 300 words) 
 
Objectives: We know little about how electronic health records (EHRs) should be 
designed to help patients, pharmacists, and physicians participate in interprofessional 
shared decision-making (IP-SDM) We used a qualitative approach to understand better 
how patients make decisions with their health care team and, how this information 
influences decision making about their medications, and finally how this process can be 
improved through the use of EHRs. 
  
Design: Participants from four regions across Canada took part in a semi-structured 
interview and completed a brief demographic survey. The interview transcripts were 
thematically analyzed using the Multidisciplinary Framework Method. 
 
Settings and Participants: 30 Participants aged 18 and older with at least one chronic 
illness were recruited from across Canada. We interviewed participants in their homes, at 
the School of Pharmacy, or another location of their choosing. 
 
Results: We identified four main themes: (1) Complexity of patient decision-making: 
who, where, what, when, why; (2) Relationships with Physicians and Pharmacists: Who 
do I trust for what?; (3) Accessing health information for decision making: How much 
and from where?; (4) Patients’ methods of managing information for health decision-
making. Across the themes, participants appreciated expert advice from professionals and 
wanted to be informed about all options, despite concerns about limited knowledge. 




Conclusions: Patients make decisions with their healthcare providers as well as with 
family and friends. The pharmacist and physicians play different roles in helping patients 
make decisions. We found that making EHRs accessible not only to healthcare providers 
but also patients can provide a cohesive and clear context for making medication-related 
decisions. EHRs may facilitate clear communication, foster inter-professional 
understanding, and improve patient access to their health information. Future research 












Key Points:  
Background: 
• This project was completed by a multi-disciplinary research team from across 
Canada that included engineers, clinicians, healthcare researchers, business and 
communication researchers, patients, and a patient navigator. Patient partners 
were involved throughout the research process.  
• To best navigate health decisions, patients need to be active participants in 
managing and understanding their health.  
• Weighing costs, benefits, preferences, and an abundance of information contribute 
to patients’ lack of confidence about making the ‘right’ decision, perpetuating a 
cycle of limited agency, and low adherence to treatment regimes.  
• There needs to more evidence around how electronic health records can facilitate 
shared decision-making.  
Findings: 
 
• For patients, the type and amount of information desired changes if a health 
situation is acute or chronic. Patients have a greater desire to access to EHRs with 
a long-term chronic condition. 
• Patients value their relationship with their physician more than their relationship 
with a pharmacist. Pharmacists are viewed as a reliable source of information 
whatever their relationship with the patient.  
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• In addition to providing information for healthcare providers, EHRs should be 
accessible to patients and designed to help them navigate medication decision-making 





A good relationship between patients and their healthcare providers (HCPs) is essential 
for patient well-being. In the modern healthcare system, multi-setting electronic health 
records (EHRs), which refers to a digital version of a patients paper chart, available to 
authorized users, across multiple sites have emerged as a powerful tool to improve 
communication between HCPs and patients.1,2 Nevertheless, the challenge across North 
America has been to incorporate EHRs in patient-centered care at all touch points, 
including visits with the physician, pharmacist, and emergent care. There has been 
increasing evidence that EHRs can successfully improve care coordination by improving 
communication and collaboration among HCPs.3,4 However, it is still unknown how this 
can translate into both improved communication and collaboration among HCPs and 
improved communication and collaboration between HCPs teams and patients and their 
caregivers-families. While there is a strong awareness of what patient-centered care is, 
there is no standard approach to patient-centered communication and how EHRs can 
support it.5,6  
 
One patient-centered communication approach for medication decisions is shared 
decision-making (SDM). SDM is defined as “an interpersonal, interdependent process in 
which the health care provider and the patient relate to and influence each other as they 
collaborate in making decisions about the patient’s health care.”7 While SDM supports 





Pharmacist involvement in SDM falls under the auspices of interprofessional shared 
decision-making (IP-SDM)—an expansion of the physician-patient decision-making 
dyad. In IP-SDM, multiple HCPs and the patient contribute to the shared decision.8–10 IP-
SDM is particularly complex when it involves pharmacists, who are not typically co-
located with physicians and are thus perceived to be outside the immediate circle of 
care.11 Electronic health records (EHRs) have the potential to provide a platform for 
improved communications and understanding between HCPs and patients, emphasizing 
the importance of information continuity in primary care, and ultimately facilitating IP-
SDM related to medications or treatments.1,2,12 To accomplish this, EHRs must evolve 
from being a resource for HCPs to one that supports all members of the decision-making 
team.  
 
At present, research suggests that patients typically rely on the expertise of one trusted 
HCP to make important decisions, especially when the situation is emergent or 
ambiguous (e.g., having surgery or starting a new medication).13,14 For individuals living 
with chronic illness, those decisions are spread across multiple HCPs and time and are 
complicated by frequent diagnostic and monitoring tests, and complex treatment 
regimens.15–17 Thus, to design EHRs that can help patients navigate the spectrum of 
complex care decisions, we must have a clear understanding of the types of relationships 
patients have with different HCPs, and the types of information both patients and HCPs 





Patients who have difficulty managing their care experience more preventable illness and 
suffering, suboptimal outcomes and can be more reluctant to participate actively in their 
care decisions.18,19 There is potential for both EHRs and IP-SDM to support patients, and 
medications can serve as an exemplar of that potential.20 Therefore we sought to describe 
patient perspectives on how people make medication decisions, what information is 
needed and desired by whom, and the ways EHRs can support patients in sharing 






We used a qualitative approach that included a short demographic survey, a one-hour 
semi-structured interview and photographic field notes recording how participants 
currently organize their health information.21 This project was part of a larger mixed 
methods study to analyze the state of IP-SDM and EHRs among patients, primary care 
clinics, and pharmacies.22 This research received ethics approvals from the University of 
Waterloo, the University of Alberta, Wilfrid Laurier University, Université Laval, the 
University of Toronto, and Dalhousie University.  
 




Participants were recruited from four Canadian provinces: Alberta, Ontario, Quebec, and 
Nova Scotia.1 We recruited a purposive sample of patients who were over age 18 and 
lived with at least one chronic illness. Participants were excluded if they were unable to 
speak English or French or unable to provide consent. We recruited through community-
based advertising posters, online promotion in social media, and snowball sampling. 





Semi-structured 60 minute, in-person interviews were conducted and audio recorded by 
four trained members of the research team then transcribed verbatim. Interviews occurred 
where the participant felt most comfortable including their home, local university, or at 
another location of the participants choosing. All members conducted interviews in 
Ontario (KM, KG, JB, KW), with one research assistant conducting interviews in Nova 
Scotia (JB) and one research assistant conducting interviews in Quebec and Alberta 
(KW). French interviews were conducted by a bilingual member of the research team 
(KW) using a French version of the interview guide and were professionally translated.  
 
The core research team (KM, KG, CB, LG) developed the interview protocol using a 
reflective case study by Dogba et.al. on the emerging paradigm of IP-SDM.10 The 
                                                     
1 Alberta & Nova Scotia HCPs had access to EHRs at the time of the study. In Ontario, HCPs in some health 




interview protocol included open-ended questions and probes to help elaborate or clarify 
participants’ answers as necessary.  
 
Interviews gathered information on three areas (Appendix 1): (1) how participants make 
decisions about medications (e.g. “What is the most important thing on your mind when 
you’re making the choice to take, or to not take that medication”), (2) how decisions are 
made with different professions (IP-SDM) (e.g. “Have you ever disagreed with your 
doctor about a suggested treatment?), and (3) participant understanding and perceptions 
of EHRs (e.g. Have you heard of electronic health records?). We recognized that most 
participants would have little to no familiarity with IP-SDM, so the interview protocol 
was designed to ask about elements of IP-SDM. The interviews focused on patient 
perceptions of how they communicate and interact with HCPs involved in their care, 
from the initial interaction through to diagnosis and medication prescribing, dispensing 
and refilling. Participants were asked to discuss their knowledge of health records and 
what potential they envision for EHRs. Field notes were taken during and after the 
interview to record the environment, external influencers, distractions, and photographs 





Data were stored and organized using NVIVO 11 software and analyzed using emergent 
coding.25 Following qualitative research guidelines, we used triangulation of data rather 
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than inter-rater reliability."21 Analysis involved the entire multidisciplinary team, 
including engineers, clinicians, health researchers, business and communication 
researchers, patients, and a patient navigator. A modified version of the Multidisciplinary 
Framework Method was used 26 according to the following process: (1) interviews were 
transcribed verbatim; (2) the core research team read interview transcripts and listened to 
the recordings; (3) Two team members (KM, KW) initially thematically coded the data; 
(4) Together the research team (KM, KW, KG, CB, LG, JM, LG, FL, AM, JC, MD, LD) 
thematically coded two patient interviews which allowed us to expand the coding 
framework to include a multidisciplinary, patient engaged perspective; (5) These team 
codes were used to develop a working analytic framework; (6) two team members re-
coded all data including patient interviews (KM, KW); (7) the coded data was returned to 
the team for discussion and refinement. Any disagreements were resolved through 
discussion. Collected field notes were not included in the thematic analysis, however, we 




We conducted semi-structured interviews with 30 participants between 30 and 85 years 
of age (mean, 61 years), and 73% were women (Table 1). Participants had received a 
diagnosis of at least one chronic illness, including osteoporosis, hypertension, Crohn’s 
disease, and cancer. We identified forty participants, with seven being lost to follow-up 
and three withdrawals due to changes in illness status, resulting in 30 interviews. None 
currently or had previously worked in the healthcare system. Participants managed an 
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average of four prescriptions (range: 2-13). Over the previous three months, participants 
averaged two visits to their family physician, three visits to a pharmacist, and two visits 
to a specialist.  
 
Table 1: Participant Demographics 
 
Using multidisciplinary coding, the codes were arranged into four main themes: (1) 
Complexity of patient decision-making: who, where, what, when, why; (2) Relationships 
with physicians and pharmacists: Who do I trust for what?; (3) Accessing health 
information for decision-making: How much and from where?; (4) Patients’ ways of 
managing information for health decision-making. (Table 2). Ideas about EHRs and IP-
SDM cross through all four themes.  
 
Table 2. Themes related to how patients make medication related decisions. 
 
Complexity of patient decision-making: who, where, what, when, why 
 
The context in which a person arrives at a decision is impacted by the type of health 
decision they are making (e.g., emergent or ongoing), past experiences whether positive 
or negative, external (e.g., HCP, friend) and internal (e.g., family values, past 
experiences) influencers, and information patients can access (e.g., patient portals, HCP, 




“During an appointment [with my family physician] it's 
really hard [to decide about a medication]. I need time to 
think about it so I talk to my pharmacist, I go on the 
internet, I talk to friends, and I really check it out before I 
make a decision. I trust my doctor, but I still want to know 
more about the drug” Female, 77, 1016 
 
Previous experience with complications from treatments or errors in medications, even if 
a single instance, shapes how participants approach decision-making. These lived 
experiences did not have to pertain to the same medication, treatment, or decision process 
to influence the context in which participants make future decisions. 
 
“For my complaint I had to order my own chart, and I 
was shocked to death. I found oh, three or four other 
errors. I lost trust in the system. I have to go be going by 
something life threatening or I won't go to a hospital, 
period.” Male, 54, 1021 
 
Participants noted that they negotiate interactions with their various HCPs differently and 
were influenced by HCPs, family, and peers in different ways depending on the acuity of 
the health issue. In crisis situations, participants expressed a desire for an expert (i.e., an 
oncologist for a new cancer diagnosis) to define treatment decisions and to not 
overwhelm them with too much information. In these cases, participants describe a 
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mentality of immediate survival, rather than wanting to gather more information and 
discuss options.  
 
“It was mostly [the doctors] giving me information because 
when you are first diagnosed [with cancer], you are just 
blown away and you just want to start and do something 
and they are mainly giving me information and telling me 
how it's going to go.” Female, 57, 1004 
 
Despite an initial preference for an HCP to make a decision in an acute situation, as time 
passed and the health situation changed to chronic, participants shift their preference to 
start gathering information from other sources.  
 
“[Understanding medications post heart attack is] a 
learning process. I think any patient has to have a certain 
trust in the professionals. As the month's pass, you say, well 
wait a second now, is this necessary? Is there a supplement, 
a natural blood thinner that you could take rather than say, 
the rat poison they give you?” Male, 70, 1013 
 
For chronic conditions, participants rarely describe having made a decision about their 
health in one location or at one time. While participants had little experience with EHRs, 
they envisioned EHRs would help them make decisions by providing access to their 
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health information, an understanding of why their physicians make recommendations, 
and improved information flow between HCPs. 
 
“I'd like to see the data. For example, at least once a year, 
my annual, I'll go off and do blood work. All of the data 
that comes from that I'd love to see because I think it 
would help inform how I behave or how I think about 
myself.” Male, 63, 1030  
 
Relationships with Physicians and Pharmacists: Who do I trust for what? 
 
We observed that participant perceptions about how they interact with their HCPs 
significantly influenced their engagement in the decision-making processes. This includes 
how they describe how they negotiate the responsibility for making medication related 
decisions with their HCP, and the type of relationships the patients’ have with the 
physician and/or pharmacist.  
 
Participants aligned feeling comfortable with their family physician with the quality of 
care they received. 
 
“[With my family physician] generally it is the comfort 
from the initial meeting. If you are able to talk to each 
other and then they express a good competency of 
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everything going on, then I make that good connection.” 
Male, 54, 1021 
 
When participants discussed what they like about their physician, and what made them 
trust the physician, they most often brought up how a physician learned about them, their 
family, and their values. Participants who perceived a physician’s lack of caring also had 
lower levels of trust with that physician.  
 
“[My family physician] never asks about me. Never. You 
know, what was your job? How are you coping with the death 
of your husband? He had my husband as a patient too. What 
about your children? Nothing. He never asks me anything. As 
someone looking after my medication I trust him, but not as 
someone looking out for me” Female, 77, 1016 
 
Participants perceived that pharmacists influence decision-making in a way that was 
different from family physicians. For example, several participants reported having more 
trust in their pharmacist’s knowledge of drug information than in their physician’s 
knowledge. None of the participants felt it was necessary to have a relationship with a 
pharmacist to be able to access the pharmacists’ knowledge.  
 
“Pharmacists I tend to trust more than the doctor, as far 
as pills go. Now as far as giving me something for the 
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heart attack, they're pretty well locked into [the 
prescription] ... Compared to my family physician, I would 
far more trust a pharmacist being aware of what drugs 
interact with what drugs.” Male, 70, 1013 
 
Most participants were not aware of any relationship between their pharmacist and their 
family physician. From the participant’s perspective, the only connection between the 
physician and the pharmacist is the patient and the prescription.  
 
“As individuals, I don’t think the pharmacist and doctor 
interact. What I have noticed with my doctor is, years ago, 
you would go into the office, they'd write out the 
prescription, they'd hand it to you. You had the 
responsibility of taking it to the pharmacist to fill it. That's 
the only connection I truthfully see between the 
pharmacist and the doctor.” Female, 63, 1005. 
 
Accessing health information for decision-making: How much and from where? 
 
Participants consistently reported that gathering information from others who had been 
through a similar experience helped to alleviate stress. Participants who were part of a 
cancer support group spoke at length about how they actively sought information about 
18 
 
treatment and other options from their cancer support group, as did another who 
participated in a support group for people living with fibromyalgia. 
 
“I have some friends who are very interested in health. 
Some who are very interested in alternative medicine. I talk 
to them about my problem and come up with a decision that 
is based speaking to them, my physician, and online 
information. For better or worse.” Female, 69, 1006  
 
By comparison, another participant only wanted to know minimal information. Later, he 
discussed how he only spoke to his physician to get information.  
 
“I like the basic information and any potential side effects 
or harm that might cause or drug interactions. Other than 
that it gets almost confusing and complicated” Male, 54, 
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Participants expressed concern about how health information in an EHR, was interpreted 
by other patients. Although most participants expressed confidence in their own ability to 
understand health information, they were also concerned that other patients would be 




“I think if we're going to give access to patients, we have to 
educate them. They have to know what they're looking for. 
Normal is simple, what do we do with abnormal? There has 
to be a lot of education around it.” Female, 42, 1017 
 
While many of the participants stated they had heard of EHRs, the difference between 
EHRs and EMRs was not well understood.  
“All [my oncologist] had to do was put in an access 
number, go online and she had my whole history of tests 
and results and everything and whatever. I think I would 
like to have that access. If doctors know about it, why on 
earth shouldn't we, as the patients, get to know about it?” 
Female, Female, 74, 1003 
All of the participants interviewed identified a desire for an easier way to access health 
information, for both themselves and their HCPs. When prompted, participants thought 
EHRs had great potential.  
 
Patient’s methods of managing information for health decision-making 
 
Participants have diverse experiences of receiving information, searching for additional 
information, and understanding their HCPs opinions about what information was valued. 
Participants want information because, in most cases, they did not feel like an expert, and 
found it difficult to be confident in making correct decisions. As a way of coping with 
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overwhelming information and concerns about incomplete health records, many 
participants developed independent ways of organizing their health information. 
 
“I have my own copies of everything. When I went to my 
breast cancer oncologist for the first time, I made a summary 
of all of my treatment, so that she could see exactly what I've 
been through. If I'm doing it myself, I feel like I'm including 
all the important things that they need to know.” Female, 57, 
1007 
 
How participants organize their health information changed depending on their priorities. 
One participant who had an emergent situation after a heart attack, spoke about keeping 
careful notes on their health interactions. Yet, during the home visit, all of their health 
and wellness objects (such as medications) randomly scattered in a drawer (Fig. 1). This 
speaks to the gaps in current tools available to assist patients and their caregivers with 
collection and management of health information. We keep isolated personal records of 
health interactions as there is no central, accessible digital record of care, and no reliable, 
affordable, universal system for managing in-home dispensing. 
Figure 1: Medication Organization 
 
Participants wanted access to EHRs to help transmit information among HCPs and to be 
aware of who had access to which information. In many examples, participants felt that 
transmission of health information between HCPs was delayed and that they were the one 
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responsible for communicating health information to ensure timely access. During the 
interviews, participants commonly describe a process of moving from the physician’s 
office to a pharmacy to their home or another social location and discussing options with 
different people in these places. Participants describe an ideal world where the EHR 
would move information between HCPs.  
 
“I would love to have access to my electronic health 
records because I know when I went to my osteoporosis 
specialist after I had cancer, I told her I had cancer. It was 
news to her and she wanted to find out what the results 
were.” Female, 74, 1003 
 
In our observations, patient-generated records included artifacts such as printouts of 
Wikipedia pages and medication information sheets from the pharmacy, typically 
organized into binders (Fig. 2), or written into notebooks, and often kept in a specific 
drawer or organized in an online file.  
 
Figure 2: Health information binder 
 
In many cases when we asked participants about what drugs they were taking, they 
showed us a printed list of medications from their pharmacist. Of note in provinces that 
had EHRs available to both the physician and pharmacist, participants still describe a lack 
of communication and understanding between their physicians and pharmacists. This list 
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only provides basic information about a prescription – the date dispensed, how many 
refills, and the drug name and dose. Patient-generated notations can be problematic, as 
illustrated by Fig. 3 where a participant highlighted Tecta (a proton pump inhibitor for 
stomach acid) as medication for cholesterol, and hydromorphone (an opioid with some 
antitussive properties) as a treatment for phlegm.  
 




We examined patient perspectives on how they make medication decisions, what 
information is needed and desired, and the ways EHRs might support patients in shared 
medication decision-makings with HCPs. During the interviews, it became clear that 
even when participants were in a location that had EHRs, they did not have personal 
experiences with using or interacting with an EHR. This paper draws on participant 
perspectives on medication decision-making to provide insight into what should be 
included in the design of future EHRs so they and useful for SDM.  
 
We observed that medication decisions are complex and that, from the patients’ 
perspective, the decisions often occur without a formal connection between the physician 
and pharmacist. There are also two aspects to decision-making: (1) type of decision being 
made, and (2) sources of information. The decisions being made can range from ‘do I 
take a medication?’ to ‘who do I listen to?’ Our results show the potential that exploring 
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including a platform for aggregating health information from traditional and non-
traditional sources and thusly fostering a patient’s ability to work with different HCPs, 
EHRs can be used to foster IP-SDM.27 This study identifies 1) what information patients 
are missing and (2) how EHRs could be designed as a mode of delivery for SDM tools 
and thusly improving patient information access. 
 
Research is emerging on how to best incorporate IP-SDM into EHRs.27–30 If information 
access is grounded in a single shared EHR, all who are involved in decision-making have 
a common platform to share information in a meaningful way. Lenert et al. have 
developed a model to incorporate SDM into EHRs.28 The model emphasizes that EHRs 
need to accommodate the preferences and communication styles of patients and HCPs as 
they relate to IP-SDM.29 However, this model needs to expand to include other HCPs, 
especially for patients who have less capacity to use the information in an EHR.  
 
When making a decision, the amount of information that our patient participants wanted 
varied based on the nature of the situation -emergent or chronic. Our research expands on 
the idea that patients are more involved in SDM when they are offered a choice rather 
than a recommendation.18,31 We also identified that patients can shift between preferring 
different decision styles depending on the circumstances. For example, participants who 
were in emergency health situations mentioned wanting to be told what to do. By 
comparison, once participants had lived with a chronic illness, they preferred to lead or 
share in decision-making rather than to receiving a recommendation. As such, the 
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usefulness of an EHR for patients will likely also change over the course of an illness as 
well. 
 
Participants show diverse ways of organizing their health information independently of 
formal medical records. The concept of a patient maintained ‘shadow records’ highlights 
three aspects of how people use, organize, and create health information. First, it shows 
that the participants’ desire to have access to their own records motivates them to create 
their own information management systems. Second, there is a lack of awareness of how 
they can share this information with their HCPs. Third patients believe that information 
which may be valuable in decision-making is missing from their formal health record. 
Patient portals and personal health records have helped patients see what information 
their HCPs have access to, and what is missing from their record.32,33  
 
Relationships are also an important component of IP-SDM.34 Similar to other studies, we 
found that patients deeply value the relationship they have with their primary care 
physician but did find they may not see value in a comparable relationship with their 
pharmacist.35 Furthermore, it was clear that participants were aware that their pharmacist 
and physician did not work together as a team. Thus, future EHR design needs to 
consider how to convey the role each HCP has played in a patient decision to start or 
modify treatment. By increasing transparency and providing a platform, EHRs have the 
potential to improve access to information for patients and HCPs.36,37 Understanding the 
complexities of the IP-SDM process shows the potential for to support patients in sharing 




The main limitation of this study is that the national focus required the use of multiple 
interviewers. Despite training to ensure consistent approaches to participant interviews, 
unintended variance in interview style may have influenced participant response data. 
Further, the interviews were conducted prior to the launch of patient access to EHRs in 
two of the four provinces included in this study. As such, most interviewees did not have 
personal experience with an EHR. Those who were aware of EHRs, or identified as 
having used an EHR did not have substantial experiences interacting with them and were 
not aware of the full potential or purpose of them. This also meant that participants were 
not constrained by preconceptions of what an EHR looks like, leading many to describe a 
vision of an EHRs that was more consistent with their needs and desires. Finally, as with 
any qualitative study, the results should not be considered to be generalizable to all 
patients in all situations. Rather, the strength of our methodological approach was that it 
aimed to gather the perspectives of a diverse group of patients and to analyze the data 
with a multidisciplinary team. As such, our research provides insight into the design of 
EHRs that can support patients, physicians, and pharmacists in making complex 
decisions about medications.  
 
Conclusion 
We found that patients make decisions both with their HCPs and outside the healthcare 
setting with family and friends. We also identified that pharmacists and physicians have 
different roles in helping patients make decisions about medications. EHRs have the 
potential to facilitate clear communication, foster inter-professional understanding, and 
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improve patient access to their health information. EHR designers need to account for 
these different types of users.  
 
Further qualitative research to understand the roles of other allied HCPs and caregivers. 
Future research examining how to develop EHRs that are adaptive to user needs and 
desires and that lower barriers to SDM can provide context for medication decision-
making. 
 
Acknowledgment: We are grateful for the generosity and openness of our patient 
participants. Our thanks go to Christian Chabot for his support and input throughout the 







1.  Tharmalingam S, Hagens S, Zelmer J. The value of connected health information: 
perceptions of electronic health record users in Canada. BMC Med Inform Decis 
Mak. 2016;16(1):93. doi:10.1186/s12911-016-0330-3 
2.  McGinn T. Putting Meaning into Meaningful Use: A Roadmap to Successful 
Integration of Evidence at the Point of Care. JMIR Med informatics. 
2016;4(2):e16. doi:10.2196/medinform.4553 
3.  Renfro CP, Ferreri S, Barber TG, Foley S. Development of a Communication 
Strategy to Increase Interprofessional Collaboration in the Outpatient Setting. 
Pharm J Pharm Educ Pract. 2018;6(1). doi:10.3390/PHARMACY6010004 
4.  Elias B, Barginere M, Berry PA, Selleck CS. Implementation of an electronic 
health records system within an interprofessional model of care. J Interprof Care. 
2015;29(6):551-554. doi:10.3109/13561820.2015.1021001 
5.  Ishikawa H, Hashimoto H, Kiuchi T. The evolving concept of “patient-
centeredness” in patient–physician communication research. Soc Sci Med. 
2013;96:147-153. doi:10.1016/J.SOCSCIMED.2013.07.026 
6.  Stewart M. Towards a global definition of patient centred care. BMJ. 
2001;322(7284):444-445. doi:10.1136/BMJ.322.7284.444 
7.  Desroches S, Lapointe A, Ratté S, Gravel K, Légaré F, Turcotte S. Interventions to 
enhance adherence to dietary advice for preventing and managing chronic diseases 
in adults. The Cochrane database of systematic reviews. 
doi:10.1002/14651858.CD008722.pub2 
8.  Légaré F, Stacey D, Pouliot S, et al. Interprofessionalism and shared decision-
making in primary care: a stepwise approach towards a new model. J Interprof 
Care. 2011;25(1):18-25. doi:10.3109/13561820.2010.490502 
9.  Légaré F, Stacey D, Gagnon S, et al. Validating a conceptual model for an inter-
professional approach to shared decision making: a mixed methods study. J Eval 
Clin Pract. 2011;17(4):554-564. doi:10.1111/j.1365-2753.2010.01515.x 
10.  Dogba MJ, Menear M, Stacey D, Brière N, Légaré F. The Evolution of an 
Interprofessional Shared Decision-Making Research Program: Reflective Case 
Study of an Emerging Paradigm. Int J Integr Care. 2016;16(3):4. 
doi:10.5334/ijic.2212 
11.  Rosenberg-Yunger ZRS, Verweel L, Gionfriddo MR, MacCallum L, Dolovich L. 
Community pharmacists’ perspectives on shared decision-making in diabetes 
management. Int J Pharm Pract. December 2017. doi:10.1111/ijpp.12422 
12.  Haggerty JL, Reid RJ, Freeman GK, Starfield BH, Adair CE, McKendry R. 
Continuity of care: a multidisciplinary review. BMJ. 2003;327(7425):1219-1221. 
doi:10.1136/bmj.327.7425.1219 
13.  Becker ER, Roblin DW. Translating primary care practice climate into patient 
activation: the role of patient trust in physician. Med Care. 2008;46(8):795-805. 
doi:10.1097/MLR.0b013e31817919c0 
14.  Müller E, Zill JM, Dirmaier J, Härter M, Scholl I. Assessment of trust in 




15.  Joseph-Williams N, Elwyn G, Edwards A. Knowledge is not power for patients: a 
systematic review and thematic synthesis of patient-reported barriers and 
facilitators to shared decision making. Patient Educ Couns. 2014;94(3):291-309. 
doi:10.1016/j.pec.2013.10.031 
16.  Weston WW. Informed and shared decision-making: the crux of patient-centered 
care. CMAJ. 2001;165(4):438-439. 
http://www.ncbi.nlm.nih.gov/pubmed/11531054. Accessed March 8, 2016. 
17.  Lin GA, Fagerlin A. Shared decision making: state of the science. Circ Cardiovasc 
Qual Outcomes. 2014;7(2):328-334. doi:10.1161/CIRCOUTCOMES.113.000322 
18.  Tariman JD, Berry DL, Cochrane B, Doorenbos A, Schepp K. Preferred and actual 
participation roles during health care decision making in persons with cancer: a 
systematic review. Ann Oncol. 2010;21(6):1145-1151. 
doi:10.1093/annonc/mdp534 
19.  Protheroe J, Brooks H, Chew-Graham C, Gardner C, Rogers A. “Permission to 
participate?” A qualitative study of participation in patients from differing socio-
economic backgrounds. J Health Psychol. 2013;18(8):1046-1055. 
doi:10.1177/1359105312459876 
20.  Braddock CH, Fihn SD, Levinson W, Jonsen AR, Pearlman RA. How Doctors and 
Patients Discuss Routine Clinical Decisions Informed Decision Making in the 
Outpatient Setting. J Gen Intern Med. 1997;12(6):339-345. doi:10.1046/j.1525-
1497.1997.00057.x 
21.  Hadi MA, José Closs S. Ensuring rigour and trustworthiness of qualitative research 
in clinical pharmacy. Int J Clin Pharm. 2015;38(3):641-646. doi:10.1007/s11096-
015-0237-6 
22.  Mercer K, Burns C, Guirguis L, et al. Physician and Pharmacist Medication 
Decision-Making in the Time of Electronic Health Records: Mixed-Methods 
Study. JMIR Hum Factors. 2018;5(3):e24. doi:10.2196/humanfactors.9891 
23.  Creswell J. Qualitative Inquiry And Research Design. 3rd ed. Thousand Oaks, CA: 
Sage; 2013. 
24.  Creswell J. Educational Research: Planning, Conducting, and Evaluating 
Quantitative and Qualitative Research,. 5th ed. Pearson; 2014. 
25.  Hsieh H-F, Shannon SE. Three Approaches to Qualitative Content Analysis. 
Background on the Development of Content Analysis. Qual Health Res. 
2005;15(9):1277-1288. doi:10.1177/1049732305276687 
26.  Gale NK, Heath G, Cameron E, Rashid S, Redwood S. Using the framework 
method for the analysis of qualitative data in multi-disciplinary health research. 
BMC Med Res Methodol. 2013;13(1):117. doi:10.1186/1471-2288-13-117 
27.  Wang Y, Li P-F, Tian Y, Ren J-J, Li J-S. A Shared Decision-Making System for 
Diabetes Medication Choice Utilizing Electronic Health Record Data. IEEE J 
Biomed Heal Informatics. 2017;21(5):1280-1287. 
doi:10.1109/JBHI.2016.2614991 
28.  Lenert L, Dunlea R, Del Fiol G, Hall LK. A model to support shared decision 
making in electronic health records systems. Med Decis Making. 2014;34(8):987-
995. doi:10.1177/0272989X14550102 
29.  Osop H, Sahama T. Electronic health records: Improvement to healthcare decision-
29 
 
making. In: 2016 IEEE 18th International Conference on E-Health Networking, 
Applications and Services (Healthcom). IEEE; 2016:1-6. 
doi:10.1109/HealthCom.2016.7749474 
30.  Davis S, Roudsari A, Raworth R, Courtney KL, MacKay L. Shared decision-
making using personal health record technology: a scoping review at the 
crossroads. J Am Med Informatics Assoc. 2017;24(4):857-866. 
doi:10.1093/jamia/ocw172 
31.  Tak HJ, Ruhnke GW, Meltzer DO. Association of patient preferences for 
participation in decision making with length of stay and costs among hospitalized 
patients. JAMA Intern Med. 2013;173(13):1195-1205. 
doi:10.1001/jamainternmed.2013.6048 
32.  Tang PC, Lansky D. The Missing Link: Bridging The Patient-Provider Health 
Information Gap. Health Aff. 2005;24(5):1290-1295. 
doi:10.1377/hlthaff.24.5.1290 
33.  Hess R, Bryce CL, Paone S, et al. Exploring Challenges and Potentials of Personal 
Health Records in Diabetes Self-Management: Implementation and Initial 
Assessment. Telemed e-Health. 2007;13(5):509-518. doi:10.1089/tmj.2006.0089 
34.  Légaré F, Moumjid-Ferdjaoui N, Drolet R, et al. Core competencies for shared 
decision making training programs: insights from an international, 
interdisciplinary working group. J Contin Educ Health Prof. 2013;33(4):267-273. 
doi:10.1002/chp.21197 
35.  Guirguis LM, Johnson S, Emberley P. Pharmacists Connect and CARE: 
Transforming pharmacy customers into patients. (3). 
doi:10.1177/1715163514530098 
36.  Demiris G. Consumer Health Informatics: Past, Present, and Future of a Rapidly 
Evolving Domain. Yearb Med Inform. 2016;25(Suppl. 1). doi:10.15265/IYS-2016-
s005 
37.  Abbasgholizadeh Rahimi S, Menear M, Robitaille H, Légaré F. Are mobile health 
applications useful for supporting shared decision making in diagnostic and 
treatment decisions? Glob Health Action. 2017;10(sup3):1332259. 
doi:10.1080/16549716.2017.1332259 
 
 
 
